mon forms of aneurismal affection. In the latter, whether resulting from dilatation of the arterial tunics, or from rupture or ulceration of the internal and middle coats, the sac forms a distinct and more or less round tumour projecting from the side of the vessel, with the canal of which it communicates by a comparatively small aperture, and the disease, though fatal, is slow in its progress, and gives rise from the pressure of the tumour on the adjacent vital organs, to very characteristic symptoms.
In the dissecting aneurism, on the contrary, the sac occupies the walls of the vessel, and following its course, resembles only a dilated artery; the aperture by which the two canals communicate is usually a long and narrow fissure ; the disease is suddenly developed, and usually rapid in its progress to a fatal termination ; nor are the symptoms which attend its formation and progress such as can be regarded as characteristic of the affection.
The disease usually originates in laceration of the internal and a part or the whole of the middle tunic of the artery, more rarely in the perforation of the coats from other causes, and as they have not acquired that intimate adhesion together which obtains in cases of circumscribed aneurism, or are rendered more readily separable by active disease, the blood insinuates itself into the cellular space between the external and middle coats, or more probably between the layers of the latter, and effects their separation. An aneurismal sac is thus produced, following the course of the artery to a greater or less extent both above and below the internal fissure, bounded externally by the external coat, with probably in most, if not all cases, a portion of the middle, and separated from the original canal by a septum composed of the internal membrane of the artery, and apart or the whole of its middle tunic.
When a case of the disease is examined at a remote period, the ragged aperture by which the sac communicates with the vessel, and the roughness and irregularity throughout its course, at once point out its nature. In a later stage however, the edges of the fissure become clean and equal, the sac acquires a lining membrane of a yellowish colour and possessing the smoothness of the serous lining of a healthy artery; the branches passing to the adjacent parts are observed, some to take their origin from the new canal, others from the original vessel; and the whole resembles rather an uncommon conformation of the artery than the effects of disease,?a resemblance which becomes the more striking, when, as occasionally happens, the sac after proceeding a greater or less distance, reopens into the canal from which it originated. Mr Shekelton, in speaking of the cases which fell under his notice, says on examination " of the first case, I was at a loss to explain it, so little did the tumour resemble an aneurismal sac, and so similar was its situation to that of the artery, that I was rather inclined to regard it as an uncommon lusus. In the second, however, the doubt was cleared up, for the aneurismal sac had not undergone that revolution in its structure which might have given rise to such a mistake; and lastly, a similar aneurism having commenced in another part of the artery, afforded some explanation of the progress of the disease.'"* (3, 4, 5, and 6,) Beneath the pericardium the separation was not entire, the blood having been infiltrated into the cellular tissue without breaking down its attachments, so that a probe could not be made to protrude through the fissure in the pericardium, though the blood transuded on pressure. Some blood had also escaped at the posterior part of the arch and into the right lung, but without any distinct rupture being traceable. Some loose coagula were contained in the sac at the ascending portion of the arch. At the commencement of the aorta the separation between the coats forming the sac involved nearly three-fourths of the circumference of the vessel; at the transverse portion it was more confined, being bounded by the large arteries proceeding to the head and upper extremities, but below the left subclavian and near the posterior rupture, the coats were detached around nearly the whole circle of the vessel; beneath this point the canal became narrower, and ceased where the vessel passed between the crura of the diaphragm. The external coat of the arteria innominata was separated over its whole circumference, as was also that of the right carotid, and, for a short distance, the left subclavian. or smaller space of the abdominal aorta; and in one it was confined to the left common and external iliac arteries.
Result.?The size of the sac, or the extent to which the blood had effected a separation between the coats, bore, therefore, it will be observed, reference to the situation occupied by the ruptures of the internal coats of the vessel. When these were nearthe origin of the aorta, the sac was usually of small extent. The thinness of the external coat of the artery in this situation, and the very imperfect support which it derives from the reflection of the pericardium, affording little resistance to the pressure of the extravasated blood, which, therefore, readily makes its way into the sac of the pericardium. Cases 1, 2, 3, 4, 5, and 6 afford examples of this description. In cases 7 and 10 the separation was carried to a great extent, but death ensued from rupture into the pericardium, as also in case 8, in which the internal fissures were situated at the transverse arch. Cases 7 and 11 differed from all these in their result, death suddenly supervening in the former from rupture of the whole of the coats of the arteria innominata, and in latter from perforation of the right auricle. In reference to the last ter- nine months before her death, with faintness, pain, and sensation as if something had given way about the heart, which came on as she was rising from scouring the floor. Prior to this, however, she had not enjoyed good health, but her symptoms afterwards becahne much increased. She began to suffer from pain in the chest and difficulty of breathing, sometimes amounting to orthopnea. Three months before her death her face and extremities began to swell, and these symptoms gradually increased upon her. The impulse of the heart was natural, and the pulse small and regular.
No morbid murmur was detected. On examination of the body, adhesions were found between the reflected and attached pericardium ; the cavities and walls of the heart were much hypertrophied and dilated, and the mitral and aortic valves slightly thickened ; the ascending aorta was somewhat dilated, and its walls thinned, but the lining membrane, though displaying punctiform redness, was smooth and free from deposit.
Immediately behind the origin of the arteria innominata there existed a fissure one inch and one-tenth in length, running longitudinally, by which the canal of the artery led into an aneurismal sac.
The edges of this fissure were smooth, and the sac, which was lined by a smooth yellow membrane, extended thence, at first in front, afterwards inclining more to the left side, as far as the bifurcation of the aorta, where it opened by a small oval aperture with smooth edges, into the left common iliac artery. On close examination the fissure was found to extend only through a portion of the middle coat, and the sac to be continued between its laminae. On the right side the intercostal arteries opened into the aorta, as did also the cceliacand superior-me- 
